Objectives: Vascular access salvage in thrombosed native arteriovenous (AV) fistula (AVF) has always been challenging, with a high failure rate. According to National Kidney Foundation Dialysis Outcome Quality Initiative guidelines, after thrombosis is established, resolution depends on local expertise. Appropriate timely interventions for thrombosed vascular access may result in an increased duration of survival of the AVF. The available treatment options include either open surgical thrombectomy or endovascular percutaneous thrombectomy. There are no major studies highlighting the combined used of surgical and endovascular techniques for salvage of thrombosed native vascular access. The objective of this study is to evaluate the outcomes of hybrid procedure for thrombosed autogenous vascular access.
Methods: This was a retrospective study of 55 patients with thrombosed autogenous AV access who underwent a hybrid procedure for access salvage from September 2015 to June 2016. Surgical thrombectomy with fistulogram and angioplasty of underlying stenosed segments was performed.
Results: All 55 patients underwent thrombectomy with intraoperative angiogram. Type of AV access included radiocephalic fistula (36%), brachiocephalic fistula (42%), and transposed basilic vein (22%). Mean age of fistula was 25 6 17 months, and time of presentation was 8.5 6 5.3 days. A total of 31% had juxta-anastomosis stenosis, 27% had stenosis in the draining vein, and 36% had multiple or diffuse stenosis. All stenosed segments were treated with balloon angioplasty. Additional procedures included central vein angioplasty, surgical venoplasty, and aneurysmorrhaphy. The patency rate was 76% on first postoperative day and 68% at 6 months.
Conclusions: Hybrid procedure for salvage of thrombosed native hemodialysis access provides acceptable patency by removal of thrombus and correction of underlying stenosis.
Author Disclosures: P. Burli: Nothing to disclose; P. C. Gupta: Nothing to disclose; V. Kulkarni: Nothing to disclose; M. Nagireddy: Nothing to disclose; P. Sharma: Nothing to disclose; V. Yerramsetty: Nothing to disclose. Objectives: With an increase of frail patients, including dialysis and severe ischemic heart disease (IHD), surgical revascularization is still preferable in some patients with critical limb ischemia (CLI) to accomplish limb salvage. The aim of this study was to evaluate the usefulness of lower extremity ultrasound-guided nerve blockage (UGNB) in infrapopliteal artery bypass grafting (IPABG).
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Methods: The study enrolled 38 CLIs who underwent IPABG under UGNB in Asahikawa Medical University from May 2012 on. The main indication of UGNB was heart disease (60%). Femoral nerve and sciatic nerve with/without obturator nerve blockades were performed. Advantages of perioperative management and postoperative surgical outcomes within 30 days of IPABG with UGNE were evaluated compared with that of IPABG for CLIs performed under general anesthesia (GA) by 2011 in the institute using propensity score matching based on preoperative comorbidities (tolerance <.03). Results: Thirty-one CLI pairs were matched and analyzed (71.0% vs 64.5% in dialysis, 80.6% vs 83.9% in diabetes, and 54.8% vs 48.4% in ischemic heart disease, for UGNB vs GA, respectively). IPABG with UGNB included five below-knee popliteal bypasses, on the other hand, IPABGs with GA were totally distal bypasses (P ¼ .02). Intraoperatively, operation time was longer in UGNB (401 6 107 vs 341 6 107 minutes; P ¼ .04), whereas the amount of dopamine, infusion, and blood transfusion was less in UGNB (0.67 6 0.75 vs 1.53 6 1.99 mg/kg, P ¼ .03; 1700 6 800 vs 2812 6 1195 mL, P < .01; and 237 6 342 vs 462 6 321 mL, P ¼ .02, respectively) despite of equal blood loss (280 vs 296 mL; P ¼ .81). Postoperatively, starting timing of drinking and diet after surgery were 0.61 days and 0.97 days in UGNB and 1.45 days and 2.48 days in GA, respectively (P < .01 for each). The amount of postoperative blood transfusion was less in UGNB (1242 6 1036 vs 2264 6 1298 mL, P < .01; and 147 6 172 vs 352 6 409, P ¼ .01, respectively). Postoperative delirium occurred significantly less in UGNB (19.4% vs 48.4%; P ¼ .02). No early mortality was seen in UGNB compared with one patient in GA (3.2%; P ¼ .3). Early thrombosed graft was seen in two limbs (6.5%) in UGNB and in one limb in GA (3.2%), but was not significant.
Conclusions: This is the first study of the usefulness of UGNB for IPABG. IPABG was technically accomplished for CLI patients with high-risk factors under UGNB. UGNB has advantages in intraoperative and postoperative managements in IPABG and could be a useful method to prevent operative complications for high-risk patients with CLI.
Author Disclosures: N. Azuma: Nothing to disclose; S. Kikuchi: Nothing to disclose; A. Koya: Nothing to disclose; K. Miyake: Nothing to disclose; H. Okuda: Nothing to disclose; D. Uchida: Nothing to disclose. Objectives: Self-expanding covered stents (SECS) have been used to reconstruct the aortic bifurcation and re-establish a normal iliac flow in patients with complex aortoiliac occlusive disease (AIOD), classified as TASC-II type C and D (Fig 1) . Aim of the study was to retrospectively compare SECS with aortobifemoral bypass (ABF) in TASC-II C and D AIOD lesions. Primary end points were perioperative and midterm results. Preoperative risk factors and clinical and anatomical presentations were analyzed.
Methods: A prospectively maintained database was searched for TASC-II C/D AIOD patients, treated with SECS or ABF. Indication to treatment was severe claudication or critical limb ischemia (Rutherford categories). Operative comorbidity risk was assessed using the Society for Vascular Surgery (SVS) comorbidity grading system. SECS technique consisted of bilateral femoral approach (percutaneous or open), retrograde or antegrade lesion crossing, predilatation using small-diameter balloons, kissing SECS deployment in the aortoiliac lesions, and final postdilatation to the appropriate diameter. SECS included Viabahn (W. L. Gore) and Fluency (Bard) grafts. Concomitant femoral artery endarterectomy was performed in both groups, when needed. Clinical and duplex scan evaluation was performed at 3, 6, and 12 months and then yearly. Statistical analyses were performed using the free R software.
Results: From January 2009 to November 2016, 100 consecutive patients were included in the study (50 SECS and 50 ABF) . No difference was observed between the two groups regarding preoperative Rutherford category distribution (P ¼ .39). SECS group showed significantly less advanced TASC lesions (27 vs 42 TASC D; P ¼ .002) and significantly greater total SVS comorbidity score (1 6 0.53 vs 0.79 6 0.46; P ¼ .047). Cumulative perioperative surgical complications were 5% in SECS and 6% in ABF group, whereas medical complications were 2% in SECS and 10% in ABF, including one death (P ¼ .20). The mean follow-up was 27 6 21 months. Kaplan-Meyer analysis (Fig 2) showed a primary patency estimate of 94.9% (95% confidence interval, 89%-100%) and 89.2% (95% confidence interval, 81%-99%) in the SECS and ABF group, respectively (P ¼ .85). Based on a Cox proportional hazard regression analysis, among all preoperative variables, only Rutherford category (hazard ratio, 3.04; P ¼ .01) and SVS score (hazard ratio, 0.22; P ¼ .10) proved to be prognostic factors of primary patency. Similarly, a logistic regression model with dependent variable patency indicated as significant factors only Rutherford category (P ¼ .02) and SVS score (P ¼ .05).
Conclusions: Endovascular treatment using SECS showed no statistical difference in perioperative and follow-up results as compared to open repair. Rutherford category and SVS score were the only variables able to influence long-term follow-up results.
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